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A postoperative spindle-cell neoplasm of the urinary bladder is an extremely uncommon lesion. The
previous literature indicated that the neoplasm is an indolent, benign tumor and rarely exhibits clinically
aggressive behavior. We report a 68-year-old male patient who underwent cystolithotomy for a huge
urinary bladder stone. Two months later, he complained of progressively difﬁcult micturition. Imaging
studies revealed a huge invasive urinary bladder tumor, and a radical cystoprostatectomy with ileal
conduit diversion was performed. The pathology report conﬁrmed a spindle-cell tumor concomitant
with a high-grade, papillary urothelial carcinoma. The patient recovered uneventfully, and there has
been no tumor recurrence during ongoing follow-up (12 months).
Copyright  2013, Taiwan Urological Association. Published by Elsevier Taiwan LLC.
Open access under CC BY-NC-ND license.1. Introduction
A postoperative spindle-cell neoplasm (PSCN) of the urinary
bladder is uncommon. Different names have been used to describe
this lesion histologically, such as inﬂammatory pseudotumor, in-
ﬂammatory myoﬁbroblastic tumor, ﬁbromyxoid tumor, pseudo-
sarcomatous ﬁbromyxoid tumor, pseudomalignant spindle-cell
proliferation, and pseudosarcomatous myoﬁbroblastic tumor.1
Many cases of genitourinary and extragenitourinary involvement
were found, including the prostate, urethra, ureter, renal pelvis,
breast, endometrium, oral cavity, skin, lung and thyroid.2e4 Ac-
cording to the previous literature, urinary bladder PSCN is a benign
proliferative lesion. Nevertheless, PSCN in a patient with a history
of bladder cancer is associated with a high risk of tumor recurrence,
progression, and cancer-related mortality.5 We present a case of
PSCN concomitant with high-grade urothelial cancer that exhibited
aggressive behavior in a previously healthy man.2. Case report
A 68-year-old man visited the genitourinary outpatient
department of Chia-Yi Christian Hospital with progressively difﬁ-
cult micturition over the past 2 months. He reported neither grossia-Yi Christian Hospital, 539,
ciation. Published by Elsevier Taiwhematuria nor dysuria. A review of his history showed that he lived
in Chiayi City, which is not an endemic area of black foot disease. He
was a previously healthy man with no systemic diseases. He re-
ported no smoking history, no chemical carcinogen exposure his-
tory, and no herbal medication use. No family predilection for
malignancy was noted.
A plain ﬁlm radiograph was taken, which revealed a huge uri-
nary bladder stone, 7 5 cm (Fig.1). Cystolithotomywas suggested.
During the operation, no protruding mass lesions in the bladder
were noted. Random mucosal biopsies were performed for fear of
squamous mucosal malignancy related to irritation by the huge
bladder stone. At the end of the operation, the bladder was sutured
and secured with chromic gut. The patient recovered uneventfully
after the operation, and the pathology report of the mucosal bi-
opsies showed squamous metaplasia without evidence of
malignancy.
Unfortunately, 2 months later, he had painless frank hematuria
with bladder outlet obstruction. An intravenous urogram showed a
large ﬁlling defect in the urinary bladder (Fig. 2), and a blood clot
with bladder tamponade was the impression. Blood clot evacuation
was arranged; however, a huge blood clot-like mass lesion and a
papillary bladder tumor were noted during the cystoscopic exam-
ination. We then performed partial transurethral resection of both
tumors. The blood clot-like mass lesion was somewhat hard in
consistency, and the pathology report showed a high-grade, pT1
papillary urothelial carcinoma. Computed tomography conﬁrmed a
heterogeneous tumor with an irregular border and peripheral
calciﬁcation occupying almost the entire bladder. Perivesicalan LLC. Open access under CC BY-NC-ND license.
Fig. 1. Plain ﬁlm showing a huge urinary bladder stone, 7  5 cm.
Fig. 3. Coronal section by computed tomography demonstrating a heterogeneous
enhanced urinary bladder tumor with perivesical fat invasion. The protruding tumor
occupied almost the entire bladder.
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(Fig. 3). Because of the invasiveness and incomplete resection of the
locally advanced tumor, we suggested a radical cystoprostatectomy
and ileal conduit reconstruction for the patient.Fig. 2. Intravenous urogram revealing a large ﬁlling defect in the urinary bladder. No
hydronephrosis was noted.The operation went smoothly. The excised bladder tumor con-
sisted of two parts: one part was a papillary tumor over the right
lateral wall, and the other was a bulky grayish-yellow polypoid tu-
mor attached to the dome area, which was in the area of the pre-
vious cystolithotomy incision line. The polypoid tumor was
9  8  6 cm. The pathology report revealed a high-grade papillary
urothelial carcinoma with squamous differentiation (Fig. 4A) of
pT2N0Mx. The polypoid tumor showed interlacing fascicles of
spindle cells in a background of myxoid stroma, polymorphous
leukocytic inﬁltration, proliferation of thin-walled blood vessels,
and mitoses (Fig. 4B). Immunohistochemical staining showed it to
be focally positive for smoothmuscle actin, and negative for desmin,
cytokeratin, and anaplastic lymphoma kinase (Fig. 5). In consider-
ation of the patient’s surgical history, a PSCN was considered.
3. Discussion
PSCNs are a rare but distinct disease entity. They can occur in all
age groups, at any anatomic location, and in both genders, although
they appear to be predominant in males.6
Preoperative imaging studies provide insufﬁcient information to
separate them from a malignancy. Spindle-cell neoplasms also
known as inﬂammatory pseudotumors are classiﬁed into two
groups: those occurring spontaneously and those occurring after
surgical trauma.5 The PSCN derives its name from the latter deﬁ-
nition. Its histological ﬁndings are often mistaken for those of a
malignant sarcoma. The criteria that best differentiate sarcomas
from spindle-cell neoplasms are the presence of necrosis at the
tumor detrusor muscle interface in muscle-invasive cases, and
nuclear atypia.7 Many immunohistochemical markers were iden-
tiﬁed for evaluating PSCNs.6e8 A malignant sarcoma is favored
when cytokeratin staining is positive, whereas a spindle-cell
neoplasm is preferred when smooth muscle actin staining is posi-
tive and desmin staining is negative.
PSCNs may present as being large and polypoid, masquerading
as a malignant tumor. They are indolent tumors and rarely exhibit
Fig. 4. (A) Papillary urothelial carcinoma with muscularis propria invasion (hematoxylineeosin stain, 200); (B) interlacing fascicles of spindle cells in the background of myxoid
stroma, polymorphous leukocytic inﬁltration, proliferation of thin-walled blood vessels, and mitoses (hematoxylineeosin stain, 100).
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history of high-grade invasive urothelial carcinoma.5,6 Our patient
reported no history of bladder malignancy. The PSCN concomitant
with papillary urothelial carcinoma grew rapidly within a short
time. Imaging studies showed invasiveness, which mimicked a
malignant tumor. No studies have shown a relationship between
PSCNs and urothelial carcinomas. Further pathogenesis studies are
required to elucidate the role of urothelial carcinomas in the for-
mation of PSCNs.
Most patients with a urinary bladder PSCN undergo surgical
resection, including endoscopy and cystectomy.1,2,4,6,7,9 There are
no reports of metastasis, but PSCN recurrence was once reported in
a 36-year-old male patient.10 In our case, because of its rapidFig. 5. Immunohistochemically, the polypoid tumor was focally (A) positive for smooth mu
kinase (D) (magniﬁcation 200 in all panels).growth and large size, the tumor was initially treated as a locally
advanced carcinoma, and a radical cystoprostatectomy and urinary
diversion were performed. There has been no evidence of metas-
tasis or tumor recurrence in this patient in the ongoing follow-up
(12 months).
Most reports in the literature state that PSCNs develop several
weeks or months after endoscopic surgery, and a reactive nature is
thus advocated. However, recent reviews suggest that with evi-
dence of anaplastic lymphoma kinase rearrangement and expres-
sion, which is frequently seen in patients with a lymphoma, PSCNs
are neoplastic rather than reactive.6 Both viewpoints have merits,
but until solid evidence is found, close clinical follow-up and con-
servative treatment are recommended.scle actin, and negative for (B) desmin, (C) cytokeratin, and (D) anaplastic lymphoma
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neoplasms was 4 cm and ranged from 1.2 to 12 cm. In Karam
et al’s report,10 a small intraluminal nodule in a 36-year-old male
grew quickly to 8.8  9.3 cm in 10 days and had almost ﬁlled much
of the bladder 1 month later. In our case, the PSCN was large
(9  8  6 cm) and grew fast in 2 months. What factors contrib-
uted to the fast growth? First, host factors or genetic factors could
not be totally ruled out, although this patient had no systemic
diseases. In addition, interactions between the PSCN and urothelial
carcinoma have not been clariﬁed yet. Second, we speculated that
the PSCN may have acquired a wide growing space after the large
bladder stone was removed. This cystolithotomy needed a longer
incision wound than a transurethral bladder biopsy or tumor
resection. Both factors promoted its fast growth. Bladder tumorlike
suture granulomas were reported in postherniorrhaphy patients
and with use of nonabsorbable suture material.11,12 To our
knowledge, there are no reports associated with a cystolithotomy.
In addition, most cases of suture granulomas exhibited infectious
abscess formation. That presentation greatly differed from our
case.
PSCNs pose challenges to clinicians. At present, they are difﬁcult
to clinically differentiate from a malignancy. However, once a diag-
nosis is established, we can cope with them more appropriately.
Although they are essentially benign tumors, they can behave
aggressively in patients when concomitant with urinary bladder
malignancy or with a history of bladder malignancy. From our
experience in this case, early treatmentof bladder stonesand regular
follow-up after the operation may lessen the impact of a PSCN.
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